Professor Tess Cramond joined the Queensland anaesthesia workforce in 1958, and contributed to high standards of clinical practice, pain management, training, scholarship and research. Evidence of her excellence, within the clinical, political and community spheres was recognised by multiple awards. Though deceased in 2015, she remains a role model for all physicians, using her expert knowledge, technical skills, clinical reasoning, emotions and values for the benefit of the individuals and community which she served.
Introduction
This paper highlights the contributions of a renowned Australian anaesthetist, Professor Teresa Rita O'Rourke Cramond, nee Brophy (1926 Brophy ( -2015 . Professor Cramond's role reflected her contemporary society's expectations of a specialist anaesthetist. She combined clinical competence with continuous care for her patients, and was committed to ongoing professional development. She promoted the public good, adhered to ethical standards and values such as integrity, honesty, altruism, humility, respect for diversity, and transparency with respect to potential conflicts of interest 1 .
In order to describe her professional life, the authors consulted newspapers, personal papers from family, published interviews, speeches, reports of the Australian Medical Association (AMA), newsletters of the Australian and New Zealand College of Anaesthetists (ANZCA), reports of the Royal Brisbane and Women's Hospital (RBWH), and interviews with her colleagues and staff. Her patients were not interviewed, nor were the records of individual patients examined. Teresa Brophy, or 'Tess' as she preferred, was born in 1926, the third of four daughters of Jane and William Brophy. Educated in rural Queensland schools, she won an open scholarship to the University of Queensland in 1946. She admitted "it was a good effort coming from a small girls' school. I had great encouragement from my mother and support from my father. Life was easy for us" 2 . Professor Cramond demonstrated all of the CanMEDS roles. One of them, the Scholar role, was part of her identity. She was one of seven females in a class of 75 medical graduates in 1951. "When I was a medical student, I did an elective at Launceston Hospital, Tasmania. The medical resident had left, so I had to learn how to put in (endotracheal) tubes, do venepunctures, and lumbar punctures. That was a great asset when I did my first job in anaesthetics. What you know, you do well, you like it, and then you do more" 2 . Such milestones enhanced her transition from general medicine to the postgraduate specialty of anaesthesia.
Early life and training
She commenced anaesthetic training in 1953 with a senior resident medical officer (RMO) position followed by a registrar position from 1954 to 1955 when she sailed for the United Kingdom, as was expected in those days, to obtain higher qualifications and experience. In 1955, she won the Nuffield prize for the most outstanding performance in the Primary Examination in that academic year, when training in London for the Fellowship of the Faculty of Anaesthetists, Royal College of Surgeons, England.
Today's international medical graduates will recognise her desperation and alienation when trying to locate a training position. "I arrived in England on 5/4/1955. I passed the Diploma of Anaesthetics, on 5/5/1955 and I was then unemployed for four weeks. It was awful. I had never been unemployed. I wondered whether I would ever get a job. I applied for an advertised position at The London Hospital. At very short notice, I was interviewed and asked 'if you don't get the job, here, would you work at Poplar?' Later I was informed I didn't get the job, but they'd arranged for me to go down to Poplar to be interviewed. So at great expense, I went down in a taxi to Poplar. At Poplar, they said 'when can you start?' I replied, 'When would you like me to start?' They said 'to-night!' "In retrospect, it was a great advantage that I didn't get that job of my first choice. I had a wonderful time at Poplar. They gave me time off to attend the course at the College and I was assured of a job after the exam. The Senior Surgeon at the London Hospital worked at Poplar and gave me a reference when I again applied for the London hospital" 2 .
On her return to Brisbane, Australia, she was appointed Honorary Anaesthetist at the Mater Children's and Mothers' Hospital, Visiting Specialist Anaesthetist to the Cardiothoracic Unit at Chermside, (now known as The Prince Charles Hospital), and was part of an Australian Thoracic Team in 1959 and 1962 which operated in what is now Papua New Guinea. She anaesthetised for the Neurosurgical Unit, at Royal Brisbane Hospital from 1957-1991.
Health advocate
Her busy private practice required clinical privileges at many different surgical suites. Substandard equipment was not tolerated, for example: flammable inhalational anaesthetics were gradually phased out from all the Queensland operating suites, at first from the larger teaching hospitals, then from the smaller private theatres where she worked 2 .
After the war, many ex-servicemen who had learnt to administer anaesthetics under field conditions returned to work in private practice with surgical colleagues from the same background. It is not surprising that prominent ex-servicemen should be then sponsored by those surgeons for admission to the fledgling Faculty of Anaesthetists, Royal Australasian College of Surgeons. A two-tier system of anaesthetists evolved. Many of the early anaesthetists were elected to Fellowship and did not pass the examination, which by and large was only attempted by the younger anaesthetists. A person could belong to the Faculty either as a Member, without passing, or as a Fellow by passing both Primary and Second Part exams and undergoing a period of supervised training. The Faculty of Anaesthetists of the Royal Australasian College of Surgeons (RACS) was founded in 1952. There were 69 founding members. The first Final examinations were held in Melbourne in 1956 with seven candidates. The first Primary examinations were in 1957 with five candidates 3 . Professor Brophy encouraged all to obtain formal qualifications. While she was Foundation Professor of Anaesthetics at the University of Queensland 1978-91, undergraduate students enjoyed her excellent handouts, lectures and tutorials and were required to complete logbooks. Until 13 months before her death, she attended the ANZCA Queensland Scientific Annual Registrars Meeting to personally present the 'Tess Cramond Award', a lifetime of support for anaesthesia education in Queensland.
In her Elkington Oration, 1982, she noted "Anaesthesia is never an end in itself. We must aim to have trained staff, establishment, and supervision of juniors so that deaths from Anaesthesia are at an irreducible minimum" 4 .
Professor Cramond served on Committees for both the Australian Society of Anaesthetists (ASA) and the Faculty of Anaesthetists, RACS. In 1958 she was appointed honorary secretary Queensland branch of the Faculty, 1963 Examiner, 1968 Assessor, 1970 Vice Dean, then in 1972, Dean. She attended every scientific meeting held by the Faculty of Anaesthetists, and oversaw the inclusion of refresher course lectures for the continuing education of anaesthetists. "It was suggested I might like to be a Faculty examiner. To make sure I was up to standard, I had to sit, at my own expense, an exam, like a trial viva. I then stood, for election, as Australiawide representative on the Faculty Board. I didn't get on at the first attempt that was about 1963, but I was elected in 1965. That's why I say to all of the young colleagues 'put your name up for election. It does not matter if you don't get in. At least you have shown an interest'" 2 .
To enable her to fulfil her role as Dean without perceived bias, she resigned from examining, to avoid complaints of exam bias. As a Dean she therefore demonstrated leadership, integrity and transparency with respect to potential conflicts of interest. Prof Cramond's FFARACS was transferred to FANZCA in 1992 as were those Fellowships of other FFARACS anaesthetists.
Resuscitation
Health advocacy requires action. Anaesthetists must lend their knowledge of cardio-respiratory care to positively influence the health of the populations they serve.
Professor Cramond regarded her most important community service to be the promotion and teaching of resuscitation. With the help of Surf Life Saving, she taught expired air resuscitation and promoted its adoption, by the Queensland Ambulance Training School, Queensland Electricity Commission, Australian Red Cross, St John Ambulance, the National Heart Foundation and generations of medical students. With all voluntary community based groups, it was not surprising that variations in resuscitation techniques appeared which confused the lay public. Prior to the 1950s, the accepted method of resuscitation was the chest-pressure and arm-lift technique that was shown to be ineffective by Safar, Elam, and Gordon 5,6 . In 1958, the National Academy of Science accepted their work and recommended that expired air resuscitation replace manual methods for collapsed victims 6 . How was she to convince the public that first aid must include expired air resuscitation?
The 'Resusci Ann' manikin was introduced by Åsmund S. Laerdal in the mid 1950s and only became commercially available in the 1960s and 70s. Professor "With their help, we demonstrated that basic life support was effective and could be learnt by the lay public. We demonstrated resuscitation in many different workplaces. When teaching electrical maintenance workers, I was taken up in a cherry picker to the top of electrical poles, or down into underground cable pits. I did not mind the practicing resuscitation up a power pole, but hated the cable pits, which were overrun by spiders, and perhaps snakes too" 2 .
Between 1974 and 1975, the Faculty of Anaesthetists, RACS, convened seminars on the need for standardisation, in accident prevention and community first aid. The Australian 
Professional activities
Her commitment to maintaining high standards of medical care not only by anaesthetists but by all doctors, and an interest in the welfare of colleagues, led to her serving on the Council of the Medical Defence Society of Queensland, National Health and Medical Research Council (NHMRC), Queensland Regional Committee of the Australian-American Educational Foundation and Deputy Chair the Queensland Rhodes Scholarship Selection Committee. She was a member of the Medical Board of Queensland and Chair of the Registration Advisory Committee 1998-1999. She was a member of the Editorial Board of Anaesthesia and Intensive 
Political committee work
Professor Cramond assisted in many state and federal government enquiries. Frequently much preparatory background reading was required for these committees so the amount of work she had to do was formidable. Such was her intellect, her ability to quickly grasp the salient facts and her common sense, that her input was always much appreciated. She served on: The Queensland Committee to 
Palliative care
Her interest in palliative care and a determination to improve the care of the dying led to her involvement with the Queensland Cancer Fund in 1977. She served on several State Committees including Quality of Life and Domiciliary Nursing Services; was a member of the Anti-Cancer Council (1990) (1991) (1992) (1993) (1994) and was on the Advisory Board for Mt Olivet Hospital (1983) (1984) (1985) (1986) (1987) (1988) (1989) (1990) (1991) (1992) . She founded the Palliative Care Association of Queensland and was the Chair from 1986 to 1989. She was elected its first Honorary Member in 1997. She became an Honorary Fellow of the Australasian Chapter of Palliative Medicine, The Royal Australasian College of Physicians.
In her Concannon College Oration 1989 "Privilege and a responsibility-the challenge of terminal care" 10 , Professor Cramond re-defined care of the terminal patient thus "I prefer to call it continuing care. Applying the ethical issues of all medical care to terminal care is not withdrawal of care. It is continuing care. It provides active support where necessary to maintain human dignity, to ensure maximum fulfilment and even enjoyment and interest, for the patient's remaining life. When cure or worthwhile remission is no longer possible, the control of distressing physical and emotional symptoms must continue without specific intention to either shorten or prolong life artificially. Whether the patient is a child or adult, continuing terminal care may be needed for one to two years for cancer and longer for other deteriorating disabling conditions. These include those with motor neurone disease, AIDS, quadriplegia, advanced lung and heart disease. Staff and families must be supported, and relatives helped to care for and live with the dying patient, where requested. Frequent explanation is to be expected. Exclusion of individuals 'because nothing more can be done' and leaving a patient suffering unnecessary fear, ignorance or mental confusion is as negligent as it is to leave him in physical pain" 10 . Nowhere is the CanMEDS Communicator role as relevant as in her care of the dying patient. She possessed medical knowledge and abilities that provided unique perspectives and the privilege of access to patients' homes. She developed an understanding of their needs and potential mechanisms to address these needs. She called for change and sought funding for in-home nursing. She increased awareness amongst politicians about important health issues for the dying. She stated "In the community the GP must be the leader of the interdisciplinary team with roles extending beyond diagnosis and treatment, in response to what other members of the team report. There is a need for community home help, domiciliary nurses, a nurse with beeper-call for crisis, and provision of night nursing services. What is needed for effective palliative care is not buildings, but staff, attitudes and education" 11 . In 1994, the name was changed from the Pain Clinic, to The Multidisciplinary Pain Centre (MPC). Candidates studying at the Multidisciplinary Pain Centre were awarded the Certificate of Pain Medicine, during the months after it was introduced by ANZCA. When the Faculty of Pain Medicine was instituted by ANZCA, two posts were accredited for registrar training in 1999. The highest classification of pain relief services was met, as determined by the International Association for the Study of Pain. The MPC qualified as a tertiary centre for assessment and management of paediatric and adult patients, with chronic pain of cancer and non-cancer origin, who have been referred by a medical practitioner. It has provided a 24 hour on-call service for in-and out-patient care. An active program of research and education for the patient, family, community and health professionals has continued.
This was all achieved despite ongoing refusal by Queensland Health Administration to fund any separate administrative facilities. A steel cupboard was provided for outpatient administration until 2001, then an office in a refurbished outlying hospital ward. The medical staff roster was administered by the Department of Anaesthesia. Outpatients were managed by the Department of Emergency Medicine and interventional procedures by the Division of Surgery. Inpatient beds were scattered as 'outliers' throughout the approximately 800 acute beds in the hospital, fragmenting nursing care. Staying within her "defined scope of practice and expertise" 1 Professor Cramond fought for healthy outcomes by engaging other health care professionals, including psychiatry, general practice, nursing, pharmacy, occupational-and physiotherapy.
In 2002, specific administrative support, co-location of dedicated inpatient beds, a procedure room, recovery, and outpatient offices were established in the new East Block of the refurbished hospital. This permitted integration of in-and out-patient services and a database to facilitate audit, and outcome review.
A 'leader' ignites interest and supports staff excellence. Selected papers co-authored by Professor Cramond, are evidence of her quality supervision of research staff [12] [13] [14] [15] .
Her research interests were directed toward analgesic drugs [16] [17] [18] [19] [20] [21] [22] and techniques [23] [24] [25] [26] for chronic pain of cancer 27 and non-cancer [28] [29] [30] [31] origin. Many were investigated in collaboration with pharmacy [32] [33] [34] and neurosurgical 35, 36 university departments. She contributed to the literature on resuscitation [37] [38] [39] [40] [41] [42] [43] , equipment and supervised research candidates for their higher academic degrees. Prof Cramond helped to locate seed funding for the blossoming research careers of her collaborators, as well as financing her own department from various sources, at a time when the Queensland Department of Health did not fund any pain services whatever.
National and international recognition
The CanMEDS concept of research is broad, emphasising that physicians not only participate in research but also are involved in the dissemination of research findings. Opportunities for research dissemination arose when she was invited as guest lecturer. Table 1 lists a few of her 'Appointments by Invitation' briefly indicating some of the national and international recognition of her work 44 .
Medical politics
On return to Australia in 1957, Professor Cramond became a full member of AMA Queensland branch and was elected their first woman President in 1981. In 1983 the Australian Medical Association admitted her to the Federal AMA Roll of Fellows. "To attract and retain in senior medical posts practitioners of high academic and professional qualifications, appropriate conditions of employment are essential. Our aim is for the AMA to be the voice of a united medical profession; administrators, clinicians, full-time salaried, university and private practitioners" 45 . She addressed media allegations that medical students are selected from the top 2 to 3% of academic performers, while qualities such as empathy, personal integrity and tolerance are ignored with: "I have seen no scientific data which shows that intelligence, ability and industry are incompatible with humanitarian attitudes. Medical students reflect general standards in community, the values of their homes and schools. This is despite the efforts of the media in sponsoring attitudes at best permissive. For instance, the sponsoring by irresponsible media, of unscientific quack remedies for the care of aged or cancer patients" 45 .
Conclusion
The professional life of Professor Cramond has been summarised, not to add to the many tributes already published. It is to record how her professional life excelled as a CanMEDS example. It remains a lesson to every doctor. She integrated all of the CanMEDS roles, applied medical knowledge, clinical skills, and professional values and provided high-quality, safe patient-centred care. She mastered the art, science and the practice of anaesthesia of her time. Her medical expert role remained central to modern attributes of any specialist physician and drew on the competencies included in the intrinsic roles (communicator, collaborator, leader, health advocate, scholar, and professional). Such professional qualities were, and should remain, central to the current and future role of the Consultant Specialist Anaesthetist.
